Background The Government's policy of Changing childbirth gives priority to user-oriented outcomes, such as continuity of carer. It has been assumed that the organization (or pattern) of maternity care is the main determinant of continuity, with relatively little attention paid to sociodemographic factors. The aim of this study was to assess the relative contribution of social class, spoken language and pattern of care in determining continuity of carer.
Introduction
The report of the Department of Health's Expert Maternity Group, Changing childbirth 1 set out a radical agenda for change in maternity services based largely on the views and experiences of women. Numerical targets have been set for continuity of carer in labour. An enhanced role of the midwife is proposed, with maternity care increasingly taking place within the community. Midwifery has responded to these demands with the establishment of teams of midwives with defined clinical responsibilities spanning hospital and community settings. It is assumed that team midwifery leads to an improvement in continuity. However, there are few data to say whether, or to what extent, this is true. Indeed, a recent national survey found that only a third of midwifery units with teams could identify the proportion of women delivered by a midwife they knew. 2 Perinatal mortality has long been considered the main outcome measure of maternity services, 3 although its use is limited by strong socioeconomic determinants. 4 The consequences of such social factors have traditionally been held to lie largely outside the remit of the maternity services. Continuity of carer has emerged as an important outcome because of the longstanding complaint women make about seeing a different professional at each visit, 5 being asked the same question by many different professionals 6 or being given conflicting advice. Such useroriented 'soft' outcomes could, at least in theory, be wholly determined by service delivery. However, in practice, socioeconomic factors may also play a role. 7 The aim therefore of this study was to assess the relative contribution of social class, spoken language and pattern of maternity care as determinants of continuity of carer.
Method
The sample population was all mothers resident in East London and the City Health Authority delivering during a 21-day period from 21 April 1994. Mothers were identified by the birth notification forms generated in the seven maternity units at which 99 per cent of births take place. Residency in the health authority was established from the postcode on the birth notification form. There were 558 health authority residents delivering during this three-week period, 96 per cent (533) of whom gave birth in one of the three maternity units within the health authority. This sample size was chosen so as to have an 80 per cent power to detect at the p < 0.05 significance level a 10 per cent difference in proportion of women reporting continuity in labour in the hospital and community patterns of care, assuming a 70 per cent response rate. Women whose child died in the perinatal period were excluded from the survey. Approval from the three local research ethical committees was obtained and women gave informed consent to participate. The Office of Population Censuses and Surveys (OPCS) maternity services questionnaire was modified to include questions on antenatal, labour and postnatal continuity, main spoken language, ethnicity (OPCS 1991 Census categories) and the occupation of the woman and her partner. Social class was coded for both the woman's own occupation and that of her partner according to the Registrar General classification. 9 For analytical purposes, social class was dichotomized into social class I-UJ non-manual and other. Housewives were assigned to the latter group. The modified questionnaire was piloted on four women, and minor changes were made. Area deprivation was assigned according to the Jarman UPA8 score.
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Continuity of carer was assessed with the following questions: 'During your antenatal care, did you get most of your care from one or two people that you got to know, or did you tend to see different people each time?' 'Had you met any of the midwives who looked after you in labour?' (Care from midwives since leaving hospital) 'Had you met any of the midwives at any time during your pregnancy or labour?' A summed continuity score was calculated (one point for each of three phases of care, to give a maximum score of three).
The conduct of this study did not influence the selection (self or other) of women to any particular pattern of care. The definition of pattern of care was defined by a Steering Group (which included senior midwives from each provider) before the start of the study. Pattern of care was identified by the midwife on the birth notification form as representing predominantly 'hospital' or 'community' based care. Community maternity care included team based care, 'domino' and home births (n = 8). Dichotomizing care in this way represented a necessary simplification for analytical purposes, and its validity was supported by the observation that a community pattern of care was associated with a higher proportion of women reporting having a named midwife, midwife-only antenatal care, a midwife delivery and shorter lengths of stay.
The questionnaire was sent daily to arrive 14 days after delivery. Each questionnaire was accompanied by a personally addressed letter on health authority letterhead. Women who had not responded by 24 days post partum were given a telephone reminder. The delivering midwife identified those women who did not speak English and they were visited at home by bilingual interviewers, with prior telephone arrangement where possible. Nine interviewers covering six languages (Sylheti, Urdhu, Gujarati, Hindi, Turkish and French) were trained to administer the questionnaire by the study co-ordinator. The questionnaire included items which were also recorded on the birth notification form, such as ethnicity, birthweight and intervention details. There was excellent agreement between the birth notification and both interviewer and postally administered questionnaires on these items.
All analyses were carried out using the statistical software SAS. Proportions were compared using the x 2 statistic.
Multiple logistic regression (PROC LOGISTIC) was used to calculate adjusted odds ratios and their 95 per cent confidence intervals (CIs); the significance of interaction terms was assessed using PROC GLM.
Results
The overall response rate was 370/533 (69 per cent). Questionnaires were administered postally for 83 per cent of respondents and by bilingual interviewer for 17 per cent Questionnaires were completed at a median of 3 weeks (range 1-16) after delivery. The distribution of deprivation scores as well as the proportion of women living in areas with a score above an arbitrary cutpoint showed no differences between responders and non-responders (Table 1) . Nor were there any differences by age, parity, pattern of care or type of delivery. Twenty-nine per cent of the responders and 23 per cent of the non-responders were booked for a community pattern of care.
There was a higher proportion of Bangladeshi women among responders (20 per cent vs 13 per cent, p < 0.05), possibly reflecting the availability of Bangladeshi (Sylheti) interviewers. As telephone reminders were given to non-responders, the higher proportion of women without a telephone among nonresponders (32 per cent vs 15 per cent, p < 0.05) was not surprising. Item non-response for social class and spoken language was not related to continuity. Table 2 shows the proportion of women who reported continuity by phase of care. There were 264 women who had a hospital pattern of care and 106 women who had a community pattern of care. A higher proportion of women reported antenatal continuity among a community pattern of care than among hospital care; 62 per cent vs 50 per cent, p < 0.05. The percentage of women reporting continuity in labour care was low in relation to the Cumberlege target of 75 per cent (28 per cent and 33 per cent in hospital and community care, respectively). Few women reported continuity at all three phases of care (10 per cent hospital vs 16 per cent community). There was a direct relationship between continuity score and the proportion of women with a community pattern of care (p for trend = 0.03), in social class I-Dln (p for trend <0.05), the proportion of women whose partners were in social class IDln (p for trend <0.05) and the proportion of women who had English as a first language (p for trend <0.0006).
To address potential confounding or interaction between pattern of care and social class and spoken language, stratified analyses were performed (Tables 3, 4 and 5). Women of social class I-Illn compared with those of other social class reported higher antenatal, labour and postnatal continuity within the community pattern of care only (p = 0.06, 0.06 and 0.01, respectively). Similarly, women whose main spoken language was English compared with those whose main spoken language was not English reported higher antenatal, labour and postnatal continuity within the community pattern of care (p = 0.01, 0.15 and 0.0001, respectively). There were 183 women for whom English was their first language and who selfassigned ethnicity. Of these, women whose self-reported ethnicity was white reported similar continuity to women of other ethnic groups: antenatal 78/121 vs 32/62 (p = 0.09), Table 5 shows the odds ratios (95 per cent CIs) for the effect of social class and spoken language on continuity of carer. Social class and main spoken language tended to have stronger effects in the community pattern of care, although the interaction terms were only significant for spoken language. Spoken language and social class were strongly related. The odds of having English as a main spoken language was 8.68 for women of social class I-IIIn compared with women of other social class. To assess the independent contribution of each variable, multiple logistic regression was performed. Adjustment for spoken language attenuated the odds ratios for social class in the community pattern of care to 2.24 (0.53-9.51), 3.03 (0.81-11.4) and 2.72 (0.64-11.54) for antenatal, labour and postnatal continuity, respectively. Adjustment for social class attenuated the odds ratios for spoken language in the community pattern of care to 2.01 (0.62-6.58), 1.02 (0.31-3.38) and 2.36 (0.72-7.75) for antenatal, labour and postnatal continuity, respectively. Further adjustments for age, parity and the number of antenatal visits did not attenuate these associations. Using partner's social class instead of the woman's own social class made no difference to the estimates.
Overall, the proportion of women who rated continuity as 'important' was 92 per cent for antenatal, 44 per cent for delivery and 21 per cent for postnatal continuity. Neither spoken language nor social class influenced the importance attached to continuity. Women who reported continuity of delivery care were more likely to consider it important than those who did not (77 per cent vs 22 per cent, p < 0.0001) but there were no comparable effects for antenatal or postnatal continuity.
Discussion
The community pattern of care was associated with higher antenatal but not delivery or postnatal continuity. Women whose main spoken language was English or whose social class was I-IIln reported higher levels of continuity at each phase of care; this effect was largely confined to the community pattern of care. There was some evidence -not statistically significant -that the effect of spoken language may be mitigated by the presence of a health advocate. However, before discussing the interpretation and implications of these findings, the limitations of the data require consideration.
The response rate of 69 per cent and the similarity of responders and non-responders make a serious non-response bias unlikely. The data from postal and bilingual interviewer administration may not be wholly comparable; however, postal administration alone would have resulted in a poor response rate among non-English-speaking women.
11 ' 12 Women's perceptions of their maternity care change in the post-natal period. 13 ' 14 However, the questionnaire was completed in a relatively narrow time period postnatally (median three weeks), which should minimize a timing bias. It is not known how selfreported continuity relates to objective assessments of continuity, although current policy emphasizes the former. Although the mutually adjusted odds ratios for spoken language and social class were consistent with independent effects on continuity, the result should be interpreted with caution. The two variables were strongly related and are likely to have been measured with differing degrees of precision. This can be shown to lead to spurious inferences in logistic regression analyses. 15 The measurement of social class in men may be less imprecise, but using partner's social class made no difference to the results. These data do not allow a causal link between social class and continuity of carer to be inferred; social class is likely to be a marker of one or more specific mediating factors. Furthermore, the specific components of community vs hospital care merit further consideration. In east London, the number of deliveries per midwife was 38 per annum compared with the national average of 30. 16 A survey of midwives was carried out as part of this study and, despite the low response rate [40 per cent (121/301)], only 10 per cent of midwives felt that they had enough time to give women the attention they required; this did differ between community and hospital midwives. The finding that social class and spoken language were associated with the experience of continuity mainly within a community pattern of care is consistent with a self-selection explanation. Educated women, who are articulate in the language used by service providers, may seek the pattern of care which suits their needs. This explanation is supported by the similarity of continuity between hospital and community patterns of care seen within women of other social class or without English as their main spoken language. For these women, pattern of care has no effect on continuity.
There are no other published studies investigating the effects of social class and spoken language on continuity of carer, therefore generalization of the findings to other inner city areas must be cautious. 'Middle class models of birth' based on natural childbirth, feminism and consumerism 17 have been criticized for having little appeal to working class mothers. This study found no evidence that the importance attached to continuity was associated with social class. This is consistent with the observation that the ideal of being in control during labour is subscribed to by women of all social classes. 7 Women 19 However, other studies provide conflicting evidence, describing social class influences on expectations and priorities, 20 with working class women thinking less about procedures, 17 attributing outcomes more to chance 21 and being less interested in discussing issues. Women for whom English was not their main spoken language valued continuity as highly as English-speaking women, but consistently reported less of it, even within community patterns of care. Recent qualitative work suggests that religion among Asian and non-Asian women is not a determinant of women's ideas and experiences of pregnancy and childbirth, and that Asian women show a strong commitment to at least some aspects of Western maternity care. 24 We found that among women whose first language is English, ethnicity has no effect on continuity. This is consistent with the prime importance of verbal negotiation in achieving continuity rather than a lack of cultural sensitivity on the part of service providers. Women reporting the presence of a health advocate did have an increased odds (although not statistically significant) of experiencing continuity of antenatal care. Nearly half of the women who did not have English as a first language never had an advocate, and it is possible that improving the availability of advocacy services would improve continuity among these women. 25 The Cumberlege report is the first UK policy document to recommend the use of continuity as an important measure of the quality of maternity services. Continuity of carer may constitute a form of social support, an intervention with only beneficial effects on pregnancy outcomes. 26 Providing continuity of care -for example, provision of consistent rather than conflicting advice and adherence to evidence-based guidelines -may be facilitated by ensuring continuity of carer. Furthermore, it is plausible that higher numbers of professionals involved in maternity care lead to widening practice variations and reduced cost-effectiveness. It has been argued that a policy of continuity of carer implies that each midwife should be responsible for a defined caseload. 27 Team midwifery has been the main service development designed to deliver continuity of carer.
2 Although in some cases team midwifery may improve continuity, 28 in many cases continuity is not systematically monitored.
Validation and reliability studies (including in ethnic minority groups) using a short form questionnaire are currently under way which may help to redress this.
The Cumberlege report states that, by 1998, 75 per cent of women should know the midwife who delivered them. Even though the question used in this survey was less stringent ('had you ever met any of the midwives who delivered you?'), only 29 per cent of women reported labour continuity. None of the factors examined was significantly associated with labour continuity. This may reflect the unpredictability of the timing of delivery. Furthermore, 92 per cent of women rated antenatal continuity as very important compared with 44 per cent for delivery and 21 per cent for postnatal continuity. These figures are lower than previously reported 30 and suggest limitations to policies which emphasize labour continuity.
Spoken English and high social class were associated with continuity of carer, although this effect was mainly confined to women with a community pattern of care. Achievement of national targets for continuity of carer may not be possible in east London without explicit consideration of sociodemographic factors. Although communication may be a unifying explanation of the class and language differences, the possibility of other mediating factors should not be ignored. Further studies are required to investigate (1) how social class, spoken language and ethnicity influence continuity of carer, and therefore (2) interventions to achieve an equitable distribution of this newly emphasized outcome measure.
